V, VI and VII.-Rectal Incontinence. Reconstruction of Anal Sphincters.
V.-Male, aged 40, complained of rectal incontinence. Two years ago he had an operation for an anorectal fistula at another hospital and since that time he has had complete loss of sphincteric control. Patient had an anxious expression. There was marked scarring of the perianal region with loss of sphincteric control.
Operation (Mr. R. W. Raven).-19.1.48: Reconstruction ofthe anal sphincters. An elliptical incision was made around the posterior aspect of the anus and deepened until the levatores ani muscles were identified. These muscles were reconstructed in the mid-line with interrupted sutures of silk. The divided ends of the internal sphincter muscle were identified and this muscle was reconstructed with interrupted sutures of silk. The wound was closed.
Follow-up examination (14.7.48).-Patient looks well and has lost his anxious expression. He is now continent with no faecal leakage or discharge. Digital examination shows good sphincteric action of anal muscles.
VI.-Female, aged 50, complained of rectal incontinence. In 1928 patient had an operation for gastric ulcer and peritonitis at another hospital. Intestinal occlusion followed later and she was operated on elsewhere. Subsequently she had eight operations on the rectum for anorectal fistula, the last being four years ago. As a result of these operations the patient was absolutely incontinent of faces and had an enema daily in an endeavour to empty the bowel and relieve the incontinence, but with poor results. She was unable to leave her house and life was a burden to her. She was advised to have a left inguinal colostomy at another hospital but refused. She looked distressed and anxious. There was marked scarring in the perineum; the rectovaginal septum was fibrotic and there was no evidence of any anal sphincteric action.
Operation ( VII.-Female, aged 47, complained of rectal incontinence following an operation on the rectum in U.S.A. twenty-two years ago. An operation for rectal incontinence was performed in Paris four years ago without improvement. She had severe faecal incontinence and the bowels were opened up to ten times a day. Patient looked anxious. There was very poor sphincteric action of the anal sphincters with marked scarring around the anus especially in the rectovaginal septum.
Operation (Mr. R. W. Raven).-9.1.48:-Reconstruction of anal sphincters through an elliptical incision anterior to the anus. The rectovaginal space was opened up and the levatores ani and internal sphincter muscles were identified and reconstructed with silk.
Follow-up examination (28.2.48).-Patient feels well. There is no incontinence of fmces, if these are not too fluid; she can hold flatus. Comment.-These three patients, suffering from a severe degree of rectal incontinence following anorectal operations, demonstrate the value of the operation for reconstruction of the anal sphincters. The improvement in the mental outlook of these patients following operation was most impressive.
VIIH.-Carcinoma of Anus. Teleradium Therapy: Twelve-year survival without recurrence.
Male, aged 57, had noticed a growth around the anus for seven months with a gradual increase in size. There was a papilliferous carcinoma surrounding the anus with palpable lymph nodes in both groins. Biopsy of growth showed a squamous-cell carcinoma. He was treated by teleradium to anus and groins, total dose 124,114 mg. hrs. On examination.-Before operation a ring of prolapse 1 in. in length protruded through a completely lax sphincter giving the impression of being mucosa only.
Admitted to hospital on 1.6.48. Examination under spinal anasthesia: No more rectal wall could be pulled down and vaginal examination revealed much scarring and adhesions between the cervix and the posterior vaginal wall. Operation (7.6.48).-Thiersch operation. Steel wire inserted subcutaneously around the lower end of the anal canal and tightened to the diameter of the proximal interphalangeal joint of the index finger.
Bowels opened on the sixth morning after operation with some difficulty owing to the very big fiecal result, otherwise uninterrupted convalescence with no recurrence of the prolapse.
Patient is now taking normacol daily and complains of no prolapse. Present state on examination: On straining a small portion of mucosa is visible through the sphincter which has not completely recovered its tone, butthas improved with the post-Foperative exercises.
Hirschsprung's Disease By F. DOUGLAS STEPHENS, D.S.O., M.S.Melb., F.R.A.C.S. THE purpose of this paper is to emphasize three features concerning the group of cases characterized by megacolon without obvious organic obstruction such as atresia or stenosis: First, the subdivision of this group into clinical types, secondly, a brief outline of the general features of true Hirschsprung's disease, and the differentiation of this condition from the subgroups, and thirdly, clinical evidence that spasm in the rectosigmoid region is present in -true Hirschsprung's disease and is the cause of the obstruction.
From the miscellaneous group of cases suffering from severe constipation with idiopathic megacolon, the following two clinical sub-groups are apparent.
(1) True Hirschsprung's disease.-This is a congenital condition characterized by con-:stipation and abdominal distension, commencing at or soon after birth. In this series the majority are boys. It occasionally has a familial tendency, and in one family in this series of 30 cases there were two boys afflicted with this condition. There is abdominal distension caused chiefly by the gradual dilatation of the sigmoid colon. Gas formation occurs presumably as a result of prolonged stagnation of fhcal contents and large quantities of foul flatus are passed per rectum. There are visible peristaltic waves. The stools in this condition are characteristically small round pellets or thin ribands like toothpaste. Faecal accumulations occur in the sigmoid colon but these are not as a rule palpable in the abdomen owing to the gaseous distension. Rectal examination reveals a normal sphincter and rectum which is usually empty, except perhaps for a small pellet of frces. Fecal matter in the sigmoid colon can be palpated through the rectal wall. In babies it may be possible to pass one's finger proximally into the rectosigmoid region which sometimes simulates a stricture as a result of the spasm of the wall of the bowel at this site.
Pain is not a feature of Hirschsprung's disease unless it is that caused by acute gaseous distension due to inability to evacuate the flatus.
Vomiting may occur in the presence of severe abdominal distension.
(2) Chronic constipation.-Although in some cases constipation of a mild nature may have been noted since birth it is usual to find that in this condition it becomes severe at a later date.
In a number of cases exciting causes such as psychological trauma, enforced rest in bed due to an illness, or a domestic disturbance in the family involving parental neglect, are considered to be factors which precipitate an attack of persistent constipation. Mental backwardness has been noted in some cases.
There is more emphasis on the constipation than on the abdominal distension in this -condition. Banking up of hard fices in the rectum and sigmoid produces virtually an incomplete intestinal obstruction. There is overflow incontinence of the faces from the anus and the stools are characteristically large in diameter and size. Abdominal colic and painful deftcation are common. It has been observed in some cases that deftcation in the standing position is less painful to the child than in the normal posture. The pain of defaecation causes voluntary retention of faces and further constipation. On examination the abdomen is moderately distended, and fecal accumulations are readily palpable. Peristalsis is less in evidence. The signs of chronic abdominal distension such as flaring of the ribs and eversion of the umbilicus are more commonly absent. Rectal examination reveals hard large fecal accumulations readily palpable in a distended rectum.
The sphincter may even be held slightly open by the pressure of feeces above.
